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average duration of life not extending beyond six months. The fatal 
issue is due more to distention as arising from compression from the 
presence of growths than from cachexia which is not as a rule well pro¬ 
nounced. Even in cases of complete destruction of gland tissues myx- 
oedema is not observed. 

Treatment is of no avail so far as chances of recovery are concerned; 
palliative measures are alone admissable. Total extirpation is imposs- 
ble in the great majority of cases; when possible, a rapid return of dis¬ 
ease is inevitable. Even palliative tracheotomy, gives but temporary 
relief, this scarcely extending over more than a few weeks,and frequent¬ 
ly but for a few days. In the cases in which dysphagia and dyspnoea 
resulting from compression are added to the intense pains radiating to 
the head, the author recommends Poncets “circumthyroidectomv.” A 
cross shaped incision is made from the upper edge of the thyroid car¬ 
tilage to the sternum and from one stemo-mastoid muscle to the other, 
including, if necessary, the stemo-hyroid, stemo-thyroid and the inner 
two-thirds of the first mentioned muscle, in such a manner as to relieve 
the tension of the muscular structures, and allow free movements of the 
growth upon the neighboring parts. (H. Frank, of Berlin, in commenting 
upon the assertion of Orcel regarding the absence of cachexia struma 
priva of Kocher, or the myxcedema of Reverdin in cases in which the 
gland tissue had entirely disappeared, quotes an observation by Gulli¬ 
ver in which this condition was present in carcinoma of the thyroid 
body). 

G. R. Fowler (Brooklyn.) 

CHEST AND ABDOMEN. 

I. The Surgical Treatment of Local and General Peri¬ 
tonitis. By W. Gill Wylie, M.D. (New York). The author reports 
three cases of localized peritonitis and perityphlitic abscess cured by 
incision, and two cases of general peritonitis, one due to the bursting 
of a typhlitic abscess, and the other to a perforating ulcer of the cae¬ 
cum, which were brought to recovery by laparotomy, thorough irriga¬ 
tion of the peritoneal cavity and drainage. His general conclusions 
are as follows: 
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When there are symptoms of local peritonitis, intense pain and ten¬ 
derness, followed by tympanites and vomiting, with chilly sensations 
and rise of temperature, search should be made for the cause. As a 
rule the pain will soon become localized over the region of the Fallo- 
• pian tubes, the cascum, or gall-bladder, or some old ventral or ingui¬ 
nal hernia. If signs of a tumor or exudation can be definitely made 
out, and the general symptoms indicate the formation of pus, then the 
patient should be etherized and the pus reached by incision, the pus 
evacuated, the cavity washed out and drained. If it is in. or involves, 
the tubes and ovaries, the abdomen should be opened, and if the tube 
or tubes be occluded, and pus found, they, with the ovary or ovaries, 
should be removed. If the abscess is around the appendix vermifor- 
mis or caecum, an incision should be made near the crest of the ilium, 
and the peritoneum dissected up till a place is reached where the 
peritoneum is adherent to the tumor, which should then be carefully 
opened, the pus evacuated, the sac washed out, and drainage tube in¬ 
troduced without opening into the free cavity of the peritoneum. If it 
is about the gall-bladder, if the signs of pus can be made out, an in¬ 
cision over the sac should be made and the pus evacuated. 

If the general symptoms are severe and no localized centre of pus 
made out, then an incision should be made in the median line and 
the peritoneal cavity explored with the index finger. If then a pus-sac 
is found, if it be so situated that it can be reached by another lateral 
incision and the pus evacuated without allowing the pus to escape into 
the free peritoneal cavity, it should be made, and the median incision 
closed. If it cannot be reached by a lateral incision where the wall 
of the sac is adherent to the abdominal wall, then the pus should be 
drawn off from the sac by an aspirator or trocar, and the cavity 
washed out clean with an antiseptic solution before it is freely opened, 
and a drainage tube inserted. 

If signs of general peritonitis show themselves, that is by vomiting, 
obstinate constipation, tympanites, etc., then a free incision should be 
at once made in the median line and the starting-point of the peritoni 
tis found if possible. If it is over the cascum an incision should be 
made over it, and the pus washed out by means of hot water of a tern- 
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perature of no°to ii5°F., run from a large fountain syringe with a 
large-sized glass drainage tube attached to the rubber. After the free 
pus about the cxecum is well washed out, several fingers or the whole 
hand should be put in the abdominal cavity and the intestinal adhe¬ 
sions broken up, and all puddles of pus completely washed out. Then 
a glass drainage tube should be introduced into each opening and the 
wounds closed around them, etc. 

In pelvic peritonitis, as a rule, the operation is not necessary to save 
life ; but it may be, and it is better to operate during the first attack, 
if there are symptoms plainly indicating the formation of pus, for the 
adhesions are much more easily broken up, and more complete re¬ 
moval of the diseased organ can be done than after contraction and 
dense adhesions have formed, as they do after repeated attacks of in¬ 
flammation. Besides, dangerous pelvic abscesses are avoided and the 
bad influence, of chronic invalidism are prevented. Of course, I refer 
to severe cases of local peritonitis, where there are symptoms, either 
subjective or objective, indicating beyond reasonable doubt the pres¬ 
ence of pus. 

In typhlitis the operation should be done before the fourth day, the 
earlier the better, so as to prevent the chance of rupture and septic 
general peritonitis, which is, as a rule, attended by so much shock that 
no operation can do any good. As a rule, general peritonitis from 
rupture of a septic abscess is likely to be attended with more shock 
and rapid failure, and death, than peritonitis from direct perforation. 

In all cases of general peritonitis an exploratory incision should be 
made as early as possible, after trying to lessen the tympanites. If an 
exploratory operation does no good, it is not likely to add much to the 
danger. 

To succeed in such cases it will not do to merely open the belly, al¬ 
low pus to escape, put in a drainage tube or gauze, and leave intesti¬ 
nal adhesions causing obstruction to remain to kill even more certainly 
than septic poison, or fail to empty and wash out all puddles of septic 
fluid encysted among the coils of intestines; but free incisions must 
be made, large enough to introduce the hand, to break up all adhesions 
among intestines, and to freely wash the whole cavity of the perito- 



286 


INDEX OF SURGICAL PROGRESS. 


neum and put in two or more drainage tubes .—Medical Record, 1890, 
February 15. 

II. The Surgical Treatment of Volvulus. By Dr. N. 
Senn (Milwaukee). A man, set. 63 years, was subjected to laparot¬ 
omy for relief of intestinal obstruction on the eighth day after the on¬ 
set of symptoms. The abdomen was enormously distended, tempera¬ 
ture normal. Free incision through abdominal wall; intestines turned 
out; one complete twist of sigmoid flexure revealed; easy reposition by 
turning bowel in opposite direction to twist; distended colon incised 
longitudinally for one inch; evacuation of accumulated fzeces by “pour¬ 
ing out process;” irrigations with warm salicylic acid solution; intesti¬ 
nal wound sutured; a reef taken in the elongated mesentery; intestines 
replaced; external incision closed; no drainage; duration of operation 
one and one-half hours; rapid recovery; discharged well at end of 
three weeks. 

The author discusses the general subject of the treatment of volvu¬ 
lus, and formulates the following conclusions: 

1. The predisposing causes of volvulus are either congenital or 
acquired, and consist in elongation of certain segments of the intes¬ 
tine, abnormal length of the mesentery, and adhesions. 

2. Irregular distribution of intestinal contents and violent peristal¬ 
sis are the most important exciting causes. 

3. Volvulus is most frequently met at the sigmoid flexure and the 
lower portion of the ileum. 

4. Secondary volvulus ou the proximal side of other forms of in¬ 
testinal obstruction is not a rare occurrence; it is also frequently de¬ 
veloped during an attack of peritonitis. 

5. As a rule, the symptoms are more acute and intense if the vol¬ 
vulus is located above the ileo-caecal region. 

6. Vomiting in cases of volvulus of the sigmoid flexure is not a 
constant symptom. 

7. The most important physical sign of volvulus is a circumscribed 
area of tympanites which corresponds to the location of the volvulus, 
but this sign is only of value before general tympanites has set in, and, 
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therefore, enables the surgeon to make an early and positive diagnosis. 

8. All cases of volvulus should be treated by laparotomy if reposi¬ 
tion cannot be accomplished by rectal insufflation of hydrogen gas. 

9. Reposition should not be attempted without evisceration. 

10. Evacuation of intestinal contents by a free incision should be 
practised in every case where general distention of the intestines is 
present. 

11. Enterectomy becomes necessary if any considerable portion of 
the intestinal wall has become gangrenous. 

12. Irreducible volvulus should be treated by establishing intes¬ 
tinal anastomosis with permanent exclusion of the seat ol obstruction 
from the active faical circulation. 

13. ‘Recurrence of volvulus can and should be guarded against by 
shortening the mesentery by folding it upon itself parallel to the long 
axis of the bowel, and suturing the apex of the fold to the root of the 
mesentery .—The MedicalNen’S, November 30, 1889. 

III. Experimental Contributions to the Pathology of 
Ileus. By Dr. Alfred Kirstein* (Cologne). The author calls at¬ 
tention to the fact that ligaturing the intestine in a dog does not pro¬ 
voke permanent occlusion, because, as the ligature cuts its way 
through, the divided ends of the intestine reunite, and the animal re¬ 
covers perfectly. It is different when the intestine is divided and each 
end closed separately by sutures; in this way typical ileus may be pro¬ 
duced. The author narrates an experiment on a dog in which this 
procedure was adopted. The striking feature was that notwithstand¬ 
ing the completeness of the occlusion, the animal lived for six weeks, 
without stercoraceous vomiting and other characteristic signs of ileus. 
In the second week, however, the animal lost appetite and refused to 
eat, became more and more emaciated and feeble, and finally died of 
marasmus. 

At the autopsy the duodenum was found empty, and only the lower 
parts of the intestines were filled with fluid feces, while at the seat of 
the occlusion the gut was markedly distended. 

In the cases in which the intestine is ligatured, symptoms of ileus 
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(stercoraceous vomiting, etc.) promptly supervene, and it seems 
strange that they did not occur when the gut was occluded by sutures 
as above described. 

The explanation is probably as follows: Faeculent vomiting may oc 
cur as consequence of the interrupted continuity of the intestine, es¬ 
pecially if the obstruction is high up; but in general, the symptoms of 
ileus are more dependent on the injury inflicted on the gut at the seat 
of strangulation than upon the mere occlusion. 

The irritation of the intestinal nerves at the place ot occlusion most 
probably provokes morbid reflexes in the upper parts and disturbs the 
normal peristalsis.— Dcutsch. Mtd. Woch ., No. 49, 18S9. 

F. C. Husson (New York). 

IV. Echinococcus Hepatis; Extirpation with Partial Re¬ 
section of the Liver. By VoHTz(Aarhus). A woman, .-et. 21 years, had 
observed a tumor in the abdomen for some nine years. This had rap¬ 
idly increased in size after a second confinement, eleven months be¬ 
fore. There was found a sphere-like, smooth and tensely fluctuating 
tumor extending below a line drawn from one iliac spine to another 
and above not to be separated from the liver. It was the size of a 
child’s head, easily displaceable to either side or upward, and but little 
downward. It had no connection with the sexual organs. It was di¬ 
agnosed as an omental tumor, on account of its great mobility, and lap¬ 
arotomy commenced, when an echinococcus, occupying the lower and 
posterior surface of the liver, was revealed. It was excised, and with it 
a part of the greatly atrophied hepatic tissue was removed. The large 
and not greatly bleeding wound was united by a strong continuous su¬ 
ture, so that a crest-like elevation was the result, and the abdominal 
wound was closed. Recovery was uneventful, excepting a slight in¬ 
crease of temperature during the first days after the operation.— Hos¬ 
pitals Tidendi, 1889, 22-610 612. 

A. Pick (Boston). 

V. Perforative Appendicitis. By Thos. G. Morton, M.D., 
(Philadelphia). The author reports seven cases of ulceration of the 
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appendix vermiformis, with perforation and peritonitis, which were 
operated by him. 

Of these seven, five recovered and two died; of the latter, both 
were unavoidably operated upon in extremis, and although dying within 
a few hours, the fatal termination was in no wise, he thinks, hastened 
by the operation. 

Each case presented a distinct history of a number of previous at¬ 
tacks of pain in the ileo-ccecal region, which occurred generally at ir¬ 
regular intervals, covering periods varying from a few months to sev¬ 
eral years. 

Four were males and three were females ; they were ait. respectively 
9, ii, 17, 26, 2S, 34, and 52 years. The final attack, during which 
perforation took place, presented symptoms very much alike in each; 
intense local pain, increased on pressure, distention of the ileo-csecal 
region, fluctuation of temperature, slight rigors or marked chills, mod¬ 
erate or decided sweatings, acceleration of pulse, coated tongue, con¬ 
stipation and a depressed, anxious facial expression. 

No tumor could be detected in any case, but in one instance there 
was some deep hardening of the tissues. Percussion in this, as in fact 
in the other cases, was markedly tympanitic. 

A lateral incision was made in each, and the peritoneal cavity was 
found invaded by pus in four of the cases. In all of the cases the 
peritoneal cavity was invaded by pus either before or during the oper¬ 
ation, so that the entire abdominal cavity had to be cleaned by thor¬ 
ough and repeated drenchings with warm sterilized water. In all more 
or less intestine came into view, either as part of the limiting abscess 
wall or penetrating the opening through it to the general peritoneal 
cavity. The appendix was found attached its entire length to the ca> 
cum in three cases, and quite free in the other four. 

Fsecal concretions were found in every case but one, either lodged 
in the perforation or free in the abscess or peritoneal cavity. 

The abdominal cavity of each was washed out and drained from the 
lowest part of the pelvis. The abscess cavities were treated by irriga¬ 
tion and partial curetting. The wound of operation was brought to¬ 
gether by interrupted sutures of silk, but in each case, owing to in- 
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creased tension, some of the sutures had to be cut within twenty four 
hours, and healing by granulation took place. From the time of oper¬ 
ation the symptoms were invariably promptly relieved. Convalescence 
was uneventful except in one instance, in which a limited grangrene of 
the ctecum took place, with fascal fistula, which spontaneously closed in 
five months. 

The operations were performed at periods varying from the third to 
the ninth day after the first symptoms had appeared. 

The post-operative treatment consisted, in a general way, in keeping 
the abdominal cavity drained and the bowels acting freely. 

Hypodermic injection of morphine was reluctantly used upon two 
occasions, shortly after the operation, to relieve pain and restlessness. 

Milk and broths were freely given, while stimulants and quinine 
were early required. 

GEN 1 TO-URINARY ORGANS. 

I. Final Results of Four Operations for Vesical Tuber¬ 
culosis. By Professor F. Guvon (Paris). At the last Surgical 
Congress Prof. Guyon read a lengthy paper with the above title, giving 
his personal results and experience. The ca c es, which are extremely 
interesting, are recorded here in brief. 

I. Male, ast. 24 years, was operated on by suprapubic cystotomy on 
July S, 1SS5, and had then been suffering for two years with symptoms 
of vesical tuberculosis. Patient was last seen August 26, 1SS9. Was 
married and had one child. Only urinates every’ two or three hours 
by day and twice during the night. Has gained flesh and strength. 

II. Male. Died two years after the operation. The patient suffered 
from vesical trouble since September, 1SS6; his urine contained tuber- 
ble bacilli. Epicystotomy was performed April 3c, 1S87, bladder 
scraped and tubercular ulcers cauterized, since that time patient has 
been obliged to remain in bed most of the time and had frequent mic¬ 
turition though there was a vesical fistula which discharged much pus. 
This condition lasted till his death,which occurred July 22, 1889. Au¬ 
topsy showed both kidneys diseased. The left was a vast purulent 
collection,divided into pockets and did not communicate with the ureter 



